Complementary and Alternative
Medicine (CAM)

Purpose of Paper

The American Occupational Therapy Association, Inc. (AOTA) asserts that complementary and alternative
medicine (CAM) may be used by occupational therapists and occupational therapy assistants as part of a
comprehensive approach to enhance engagement in occupation (Giese, Parker, Lech-Boura, Burkhardt, &
Cook, 2003). Because the use of CAMs is expanding in various health care practices, the purpose of this
paper is to define the appropriate use of complementary and alternative medicine within the scope of
occupational therapy practice.

Explanation of CAMs

The National Center for Complementary and Alternative Medicine (NCCAM) of the National Institutes
of Health has identified five domains of CAM practice and defines complementary and alternative medicine
as “a group of diverse medical and health care systems, practices, and products that are not presently
considered to be part of conventional medicine” (NCCAM, 2002). The five domains of CAM practice are
(1) alternative medical systems, (2) mind-body interventions, (3) biologically based treatments, (4) manip-
ulative and body-based methods, and (5) energy therapies. Though the terms complementary and alterna-
tive often are interchanged, the commonly accepted distinction between them is that alternative medicine
is practiced in place of conventional medicine, while complementary practices are accessed in conjunction
with allopathic medical practices. The newer terms integrative medicine and blended medicine also are used
to reference complementary medicine. The definition of complementary and alternative medicine is, by
its very nature, dynamic. Practices contained within the definition of CAMs change as some become
adopted into conventional health, and new ones emerge (Giese et al., 2003).

CAM services, though often paid for privately, increasingly are covered by insurance companies and health
maintenance organizations (Astin, Pelletier, Marie, & Haskell, 2000; Cleary-Guida, Okvat, Oz, & Ting, 2001;
Wolsko, Eisenberg, Davis, Ettner, & Phillips, 2002). Factors that compel third-party payers to include
selected CAMs in health care policies include cost-effectiveness, consumer demand, demonstrated clini-
cal efficacy, and state mandate (Pelletier & Astin, 2002; Pelletier, Astin, & Haskell, 1999). Further support
for the use of CAMs is provided by the funding for research and training of CAM practices by the NCCAM.

Research is important to determine the efficacy and effectiveness of CAM practices in health and wellness
arenas. The current number of outcomes studies for any specific CAM method is small. Research that
does exist generally has limited and nonrandomized sample sizes and inconsistently defined terms,
thereby reducing the power of the evidence and the ability to generalize results. Results that do exist
show mixed evidence on the efficacy of CAM practices. These findings suggest the need for more studies
to validate the efficacy of specific CAM practices with scientific evidence using randomized, controlled
trials.
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Use of CAMs Within Occupational Therapy Practice

Occupational therapists and occupational therapy assistants have used various CAM techniques in the
delivery of occupational therapy services. CAMs may be used within the scope of occupational therapy
practice when they are used as preparatory methods or purposeful activities to facilitate the ability of clients
to engage in their daily life occupations.

Occupational therapy values engagement in occupations and has as its core mission to support participa-
tion in context (AOTA, 2002). Occupations are “activities . . . of everyday life, named, organized, and
given value and meaning by individuals and a culture” (Law, Polatajko, Baptiste, & Townsend, 1997).
Occupations encompass activities of daily living, instrumental activities of daily living, education, leisure
skills, play, social participation, and work (AOTA, 2002). The occupational therapist is responsible for all
aspects of occupational therapy service delivery and is accountable for the safety and effectiveness of the
occupational therapy service delivery process. The occupational therapy assistant is responsible for provid-
ing safe and effective occupational therapy services under the supervision of and in partnership with the
occupational therapist (AOTA, 2004b).

To determine whether to use CAMs in the delivery of occupational therapy services, occupational ther-
apists and occupational therapy assistants must evaluate the client, develop an intervention based on the
client’s needs and priorities, and conduct outcomes measurement. The evaluation enables the occupational
therapist and the occupational therapy assistant to gain an understanding of the client’s strengths,
priorities, and current limitations in carrying out daily occupations. Evaluation and intervention address
factors that influence the client’s occupational performance, including how the client performs the daily life
occupations, the demands of those occupations, and the environments where those occupations are
performed. As part of the evaluation and the intervention, the occupational therapist and the occupa-
tional therapy assistant must determine whether the use of CAMs is consistent with the client’s cultural
practices, priorities, and needs; is safe to use; and is an appropriate approach to facilitate the ability of the
client to participate in daily life occupations. Outcomes are measured to determine the effectiveness of
occupational therapy services and future therapeutic interventions with the client. The occupational
therapist and the occupational therapy assistant must measure whether the use of CAMs resulted in posi-
tive outcomes.

Some CAM techniques currently being utilized in occupational therapy include guided imagery,
massage, myofascial release, meditation, yoga, and behavioral relaxation training (Lindsay, Fee, Michie,
& Heap, 1994; Scott, 1999). Because individuals receiving occupational therapy services are embedded in
their cultures and because some CAM practices are embedded within particular cultures, occupational
therapists and occupational therapy assistants need to understand how those cultures influence where and
when to use CAM techniques. Outcome studies continue to need to be conducted to determine the effi-
cacy and effectiveness of using CAM techniques during occupational therapy intervention to enable indi-
viduals to engage in their daily life occupations.

The Occupational Therapy Code of Ethics (AOTA, 2000) mandates safe and competent practice, holding
occupational therapy professionals responsible for the maintenance of high standards of competence. CAM
techniques used within the scope of occupational therapy practice may require additional training,
competency examinations, certification, and regulatory knowledge. The use of specific CAM techniques
may be subject to federal, state, and often local municipal regulations that govern practice, advertising,
ethics, professional terminology, and training. It is the responsibility of the occupational therapist and the
occupational therapy assistant to know and comply with applicable laws and regulations associated with
CAM techniques as well as those mandated for the occupational therapy profession. Occupational thera-
pists and occupational therapy assistants must abide by state regulations when billing for occupational
therapy services that incorporate the use of CAMs. They must distinguish between when they are using
CAMs within the scope of occupational therapy practice and when they are using CAMs as a primary
approach beyond the scope of occupational therapy practice (AOTA, 2002, 2004a).
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Issues of client safety and health care worker safety are salient to all areas of occupational therapy
practice. The use of CAMs requires attention to client safety in consumer decision making, client inter-
ventions, and professional education and training. The risks and benefits of CAMs used in occupational
therapy should be communicated to clients as standard practice in a client-centered, evidence-based
approach to care.

Summary

Occupational therapy professionals facilitate proficient and satisfying engagement in the significant
tasks and meaningful activities of life. Complementary and alternative medical practices, systems, and
products may be appropriately incorporated into occupational therapy practice as a way to encour-
age a client’s engagement in meaningful occupations. Scientific studies are needed to validate the
safety and efficacy of CAM methods within occupational therapy practice. Advanced-level training
and continuing education are important to acquire the knowledge and skill to utilize CAM methods,
to address the concerns for patient safety and informed consent, and to meet the rigors of regulatory
requirements.
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